Patients on a general medical ward were offered a liaison psychiatric service with 'unlimited' access, in which referrals were accepted from nurses, other paramedical staff and junior doctors in addition to senior medical staff. This new service (method II) was compared with the usual liaison service (method I, referrals initiated or approved by senior medical staff only) which was continued in parallel on a comparable general medical ward. Method II resulted in a threefold increase in referral rate and led to a significant alteration in the types of problem attracting referral. Despite the much higher rate of method II referrals, however, similar percentages of referrals by both methods were offered psychiatric follow up. The results do not support the commonly held belief that it is the failure of ward staff to recognize psychiatric morbidity which accounts for the low rate of refcrrals to many psychiatric liaison services.
Introduction
Among general hospital inpatients, far fewer are referred for psychiatric help than can be recognized as potentially requiring it (Lipowski 1967) . This observation has attracted much interest from liaison psychiatrists, who concern themselves with the recognition and management (either directly or through liaison with non-psychiatric staff) of psychiatric morbidity in this group of patients.
This discrepancy between psychiatric morbidity and psychiatric referral rate cannot be adequately accounted for by the fact that non-psychiatric clinicians themselves expect to treat some of their patients' psychiatric difficulties (Fauman 1983) . In examining this problem further, two particular areas on which numerous researchers have focused are those characteristics of patients and their medical attendants which may encourage or discourage psychiatric referral (McKegney & Beckhardt 1982) . By contrast, surprisingly little is known of the effects on psychiatric referrals of different methods of liaison.
The present study examines the impact of a change in liaison method on the numbers of patients referred to the liaison psychiatrist and the type of problems attracting referral. The study is facilitated by the use of a new classification of problems encountered in liaison psychiatry.
Methods
Case selection: Patients were selected from 41 1 liaison referrals seen by one Note: Depression and anorexia nervosa could fit into more than one category; for simplicity and to allow the classification to be practically useful, all examples of each of these conditions are classified in the same way. Wherever possible, each patient is assigned to a single category *No examples of 'psychosomatic disorder' were found in the present study, but these conditions have been considered under the heading 'psychosomatic disorders' by others (Crisp 1968 , Thomas 1983 encountered in these departments were thought likely to differ from those seen on general medical and surgical wards. The remaining 142 referrals were incorporated into the study.
Liaison methods: Two methods were used. In the customary method (method I), patients were seen following a formal written request for psychiatric consultation instigated by the patient's consultant. Method II was confined to a single medical firm, with acute admission beds plus a particular interest in endocrinology. Here, a psychiatric registrar attended weekly 'social rounds' (already established on the firm) at which the patients' problems are discussed among all members of the clinical team, including nurses, social worker, occupational therapist, physiotherapist and junior medical staff. He also visited the wards involved several times each week. While no deliberate attempt was made to influence which patients were referred for psychiatric assessment, referrals were taken from any member of staff (not necessarily medical) without the need for explicit consultant approval or written requests for consultation. With the exception of paediatric referrals, the same psychiatrist saw all the patients referred for psychiatric assessment (including those over 65 years old) and all patients seen have been included in this study.
Classification ofcases: The classification of the type of problem for which referrals were made, based on that of Lipowski (1982) , closely resembles that of Thomas (1983) (Table 1) . Where possible, each referral was assigned to only one category of problem.
Statistical analysis: The chi-square test was used.
Results
Method II produced an overall referral rate of 8.0 per 100 patients discharged, compared with a referral rate of 2.2 per 100 discharges from the same medical firm before method II was adopted (P<0.0005). An equivalent medical firm, on which method I continued during the study, yielded a referral rate of 2.9 per 100 patients discharged (P< 0.0005 compared with method II). Of the 59 referrals by method II, 36 (61%) were from nursing staff, 19 (32%) from doctors and the remainder from physiotherapists or social workers. As the referral rate from medical staff alone was 2.6 per 100 discharges, the excess of method II referrals could be attributed to the non-medical staff (primarily the nursing staff). For females, the referral rate by method II was 1.5 times that for males (0.1 > P>0.05). When the age distribution of method II referrals was compared to that of total admissions (the population from which referrals were drawn), those aged < 30 were over-represented among referrals of both sexes. However, this trend towards younger referrals failed to reach statistical significance.
The distributioni of problem types differed significantly between methods I and II (P <0.005). The most common problem among method I referrals was coincidental psychiatric illness (Figure 1 ). This was particularly prevalent among female referrals. Although 24% of patients referred by method I showed psychological reactions to physical illness (such as extreme denial of illness or depressive reactions), such problems were even more frequent among method II referrals. The most common type of problem referred by method II was the somatic presentation of psychiatric disorder (mainly pain and other somatic symptoms for which no organic cause could be found). This excess of method II referrals with somatic presentation of psychiatric disorder was largely due to female referrals, 47% of whom were referred with such problems, compared with 22% of male referrals. Psychological reactions to physical illness were shown by 41% of male referrals. The distribution of problem types differed significantly between male and female method II referrals (P <0.05). However, no significant differences were found between method II referrals from doctors and those from nurses.
Seventy percent or more of the referrals were not followed up beyond the inpatient admission which led to their referral (Figure 2) , and 20-23% of referrals were seen once only for assessment and offered no follow up. However, although method II produced almost three times as many referrals as method I, both methods produced very similar proportions of referrals who were offered further psychiatric help, either as outpatients or through transfer to a psychiatric bed (Figure 2 ).
Discussion
The adoption of method II produced both quantitative and qualitative changes in referrals. The overall referral rate (by method I) is very similar to that reported in earlier studies (Lipowski 1967) . Changing the liaison method by facilitating referrals had the effect of raising the referral rate threefold. The higher referral rate among females is a common fInding (Lipowski & Wolston 1981 . 1978) and the majority of patients in this category, together with those who presented with psychiatric complications of organic disease or treatment, were aged over 50 years (Shevitz et al. 1976) . As in Thomas's (1983) study, psychological reactions to physical illness and somatic presentations of psychiatric disorder were frequently encountered (Thomas referred to the latter as 'psychogenic illnesses'). The conspicuous absence of any cases of psychosomatic disorder (defined as physical illness in which psychological factors are of major aetiological importance) confirms that such conditions seldom come to psychiatric attention via these forms of liaison (Crisp 1968 , Torem et al. 1979 , Thomas 1983 . Although there are considerable similarities between our results and those of Thomas (1983) , there are also differences, partly attributable to differences between the inpatient populations on which the studies were based. In their descriptions of the problems with which patients are referred, most previous studies in this field have either relied on conventional psychiatric classifications like the International Classification of Diseases (ICD-9) (World Health Organization 1978) or have developed idiosyncratic schemes (Kligerman & McKegney 1971) . There are considerable similarities between general hospital psychiatry and psychiatric practice in primary care settings (Sensky 1985) , where it is now acknowledged that ICD-9 is of limited use (Williams et al. 1980) . The classification used in this study has the considerable advantage of simplicity and also addresses the relationship between physical and psychological disorder, an essential feature of general hospital psychiatry which is ignored by ICD-9. Although the reliability of this classification has yet to be fully established, this is not a major problem in this study because the same psychiatrist classified all the referrals by both methods at the time of initial psychiatric assessment.
One-quarter of the referrals were aged 70 years or over, but this reflected the age distribution of the inpatient population from which the referrals were drawn. Patients under 30 years old were slightly over-represented among referrals; it may be significant that most of those making the referrals fell into this same age group.
We found differences between the problems with which males and females were referred, as did Thomas (1983) . This is hardly surprising in view of well recognized distinctions between the sexes in overall psychiatric morbidity (Shepherd et al. 1966) , confirmed in liaison settings (Schwab et al. 1970 , Fava et al. 1982 . However, such differences have received remarkably little attention in the liaison psychiatric literature, some of which thus becomes difficult to interpret; an extreme example is a comparison of liaison referrals between two hospitals, one with an almost exclusively male inpatient population (Kligerman & McKegney 1971) .
In addition to raising the referral rate more than threefold, method II also had a marked effect on the types of problems with which patients were referred. The types of problems predominating among method I referrals tended to be those with conspicuous psychiatric symptoms, like alcohol dependence and acute confusion. By contrast, method II more frequently brought to light problems whose symptomatology was more subtle and diffuse, such as the distress of a couple, the husband attempting to cope with his malignancy by denial while his wife wished to share her feelings about his poor prognosis. Crisp (1968) reported a considerable increase in referrals from a medical unit following the establishment of a specific psychiatric attachment to this unit. Torem et al. (1979) also suggested that altering the liaison method produced a change in the types of problems referred. Other studies of psychiatric liaison are not comparable with ours in that they have involved paediatric hospital settings (Sack & Blocker 1978) or liaison nurses rather than psychiatrists (Davis & Nelson 1980 , Maguire et al. 1980 , Lipowski & Wolston 1981 .
Method II attracted more referrals from nurses than from doctors. However, no major differences were found in the types of patients referred by each of these two groups of staff. Thus the differences between referrals by methods I and II cannot be attributed to disparate perceptions of psychological distress by nurses and doctors.
Relatively few patients were offered psychiatric follow up beyond the admission during which they were referred (Figure 2 ), as some other previous studies have found (Crisp 1968 ). However, it is important to note that very similar percentages of referrals by both methods I and II were followed up. Assuming that follow up is one measure of the need for psychiatric help, this suggests that method II trebled the number of patients identified by non-psychiatric staff as needing such help. This casts doubt on the idea that failure to recognize psychiatric morbidity adequately accounts for low psychiatric referral rates in general hospital settings (Denney et al. 1966 , Brody 1980 . This result also suggests that the altered rate and pattern of referrals by method II are not due merely to a lowered threshold for psychiatric referral.
Long-term follow up is not the only measure of possible appropriateness of psychiatric referrals. For example, some patients may manifest psychiatric symptoms only transiently (Tennant et al. 1981 , Lloyd & Cawley 1983 . However, of the 70% of referrals not offered such follow up, an unknown proportion probably did not require the particular (and relatively expensive) skills of a psychiatrist. Nevertheless, that these patients were referred offers an indication of their unmet needs and also probably those of the staff caring for them (Menzies 1960) . Improved awareness and identification of these needs should suggest possible interventions and those staff best equipped to offer them.
This study was not intended to offer a complete model for the practice of the general hospital psychiatrist but has demonstrated, in one particular setting, the considerable effects on referrals of an alteration in only one facet of his work, namely the method of liaison. In other settings, the results might have been different. For example, not all physicians would allow nursing staff an active role in making psychiatric referrals (even though, given such an opportunity, their skills in recognizing and managing psychiatry problems may be enhanced: Davis & Nelson 1980) . Similarly, wide differences occur among physicians (and presumably also nurses) in attitudes towards psychiatrists and psychiatric referral (Crisp 1968 , Mezey & Kellett 1971 , Krakowski 1973 , and psychiatrists vary in their concepts of liaison psychiatry.
In primary care, the process whereby patients with psychiatric problems are first recognized and then managed is acknowledged as complex (Goldberg & Huxley 1980) . As this study confirms, there is fio reason to suppose that this process is any less complex in the general hospital setting. Here, just as in primary care, it is necessary to gain further understanding of which patients get referred to psychiatrists and why they are referred. Only then will it be possible to decide how the psychiatrist's skills can be employed most appropriately and profitably on general medical and surgical wards.
